Background: Hospital readmissions have been a major challenge to the US health system. Medicare data shows that approximately 25% of Medicare skilled nursing facility (SNF) residents are readmitted back to the hospital within 30 days. Some of the major reasons for high readmission rates include fragmented information exchange during transitions of care and limited access to physicians round-the-clock in SNFs. These represent safety, quality, and health outcome concerns. Aim: The goal of the project was to reduce hospital readmission rates from SNFs by improving transition of care and increasing physician availability in SNFs (five to seven days a week physical presence with 24/7 accessibility by phone). Methods: We proposed a model whereby a hospitalist-led team, including the resident on the geriatrics rotation, followed patients discharged from the hospital to one SNF. Readmission rates pre-and post-implementation were compared. Study results: The period between January 2014 and June 2014 served as the baseline and showed readmission rate of 32.32% from the SNF back to the hospital. After we implemented the new hospitalist SNF model in June 2014, readmission rates decreased to 23.96% between July 2014 and December 2014. From January 2015 to June 2015, the overall readmission rate from the SNF reduced further to 16.06%. Statistical analysis revealed a post-intervention odds ratio of 0.403 (p < 0.001). Conclusion: The government is piloting several care models that incentivize value-based behavior. Our study strongly suggests that the hospitalist-resident continuity model of following patients to the SNFs can significantly decrease 30-days hospital readmission rates.
Introduction
Over the last several decades, the role of the nursing home has changed dramatically from a purely residential setting where predominantly older, cognitively impaired and functionally dependent individuals lived to a postacute facility providing skilled care to medically complex patients discharged from hospitals [1] . To qualify for Medicare skilled nursing facility (SNF) services, a beneficiary requires daily skilled nursing or rehabilitative therapy services, generally within 30 days of a hospital stay of at least three days duration. In addition, they must be admitted to the nursing home due to a condition related to that hospitalization.
Skilled nursing facility residents often experience potentially avoidable inpatient hospitalizations. These hospitalizations are expensive, disruptive, and disorienting for frail elders and people with disabilities [2, 3, 4] . Nursing facility residents are especially vulnerable to the risks that accompany hospital stays and transitions between nursing facilities and hospitals, including medication errors and hospital-acquired infections [5] [6] [7] [8] .
Many nursing facility residents are enrolled in both the Medicare and Medicaid programs (Medicare-Medicaid enrollees). According to Mor et al. [9] , an analysis of SNF data from 2006 Medicare claims merged with the Minimum Data Set (MDS), 23.5% of SNF stays resulted in rehospitalization within 30 days of the initial hospital discharge. The average Medicare payment for each readmission was $10 352 per hospitalization, for a total of $4.34 billion. Of these rehospitalizations, 78% were deemed potentially avoidable. Applying this figure to the aggregate cost indicates that avoidable hospitalizations resulted in an excess cost of $3.39 billion (78% of $4.34 billion) to Medicare [9, 10] .
Although nursing homes may hospitalize residents primarily for clinical reasons, research indicates that several nonclinical factors can also influence homes' decisions to hospitalize residents. These factors include the availability and training of nursing staff in the home, resident and family member preferences, and physician availability and preferences [9, 11] . Additionally, aspects of Medicare payment policies and other economic factors can influence hospitalization rates [8, 12] .
This study sought to assess impact on hospital readmission rates by providing close follow up to our nursing home residents through a team of hospitalist -Internal Medicine residents.
Problems
(1) Traditionally, primary care physicians (PCPs) followed their patients after discharge from hospitals to SNFs. This model sufficed in prior days when PCPs followed their patients across all settings (outpatient, inpatient, and SNFs). However, almost 80% of all patients in hospitals are seen by hospitalists. There is often a communication gap between hospitalists and PCPs. (2) The demands of outpatient medicine have increased and this has made it difficult for PCPs to follow their patients across different settings given the time constraint.
Potential solutions
(1) Hospitalists with involvement of internal medicine (IM) residents could follow patients in SNFs after hospital discharge. One advantage of this model is that communication gaps are reduced as the same group of physicians follows patients in SNFs.
(2) Increasing physician availability in SNFs (five to seven days a week physical presence with 24/7 accessibility by phone) can prevent many of the early readmissions back to hospital during the early post discharge period which is the most crucial time for readmissions. By providing better physician availability to SNFs, many of the problems can be solved right away rather than sending patients back to an emergency room (ER) for evaluation.
Methods

Setting and study design
The study was conducted in a SNF facility nearby the community hospital. The hospitalist-IM resident team started following up on patients in SNF post discharge. Baseline readmission rates for six months were obtained prior to the introduction of this model. Thereafter, monthly readmission rates were collected for one year.
Data analysis and results
The period between January 2014 and June 2014 served as the baseline and showed a readmission rate of 32.32% from SNF back to the hospital. not implementation impacted readmission rates, we analyzed the dataset of 825 cases using a multivariate approach. We developed a logistic regression model predicting whether or not each case was readmitted. Month-to-variation was modeled through the use of dummy codes representing each month. The effect of implementation was tested through the further addition to the model of a dummy code representing whether the case occurred before intervention or after it had begun. Controlling for monthly variation in readmission, the effects of the implementation were significant (beta coefficient = −0.91, p < 0.001). The odds ratio (comparing postimplementation likelihood to pre-implementation likelihood) was 0.40, indicating that the likelihood of readmission decreased by over half during implementation.
Discussion
Given evidence that nearly one out of every four Medicare beneficiaries discharged from acute care hospitals who subsequently received care in a SNF were readmitted to the hospital within 30 days [9] , monitoring hospital readmissions of beneficiaries utilizing SNFs is an important policy area for Center for Medicare and Medicaid Services (CMS) [6, 9, 13] . As a part of the Nursing Home Quality Initiative, CMS directed RTI (Research Triangle Institute) International to develop the skilled nursing facility 30-Day All-Cause Readmission Measure (SNFRM). The goal of the SNFRM is to measure facility-level readmission rates among beneficiaries utilizing SNFs [14] . The intent of the SNFRM is to encourage SNF providers to monitor and reduce hospital readmissions, thereby reducing costs and improving the quality of care that Medicare beneficiaries receive during their SNF stay. Our approach to decreasing readmissions was to redesign the care model by ensuring that the same provider group followed these patients across two different healthcare settings. Our model improved transition of care between the two facilities and provided increased accessibility to physicians. This ensures smooth transition of care without losing crucial patient health information. By having the same provider group taking care of patients in both hospital and SNF settings, we showed a reduction in hospital readmission rates. This had a positive impact on medical education as well, as the residents understood better about the pitfalls that occur during transitions of care [15] .
Continued refinement and development of readmission measures for SNFs is underway, and the SNFRM will be one of CMS's portfolios of readmission measures for post-acute care facilities [14] .
Limitations
This study was conducted in an academic community hospital and thus the reported results need to be confirmed in a large sample including multiple SNFs and in non-academic settings.
Conclusion
This novel idea of a hospitalist-resident continuity model of following patients to SNFs can significantly decrease readmissions back to the hospital from SNFs within 30 days. Since the same group of physicians take care of patients in SNFs following hospital discharge, there is improved overall continuity of care and follow up of patient in SNFs. This model will also provide better availability of physicians in skilled nursing facilities which also appeared to be one of the major reasons for hospital readmissions. By providing better availability of physicians, many of the problems commonly leading to the ER visits could be solved in the nursing facility itself.
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